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ABSTRACT 

Results of a joint meeting between national advisory councils 
in medicine and nursing on physician-nurse collaboration to enhance patient 
safety are reported. Recommendations on which participants reached consensus 
are organized by these Institute of Medicine (IOM) themes: establish a 
national focus to create leadership through research and protocols to enhance 
the knowledge base about safety; identify and learn from errors through 
immediate, strong mandatory reporting efforts; raise standards and 
expectations for improvements in safety; and create safety systems inside 
health care organizations through implementation of safe practices at the 
delivery level. A summary of collaborative activities follows. The issues as 
outlined by speakers at the meeting are organized by IOM themes. Seven 
manuscripts are "Putting Patients First: Improving Patient Safety Through 
Collaborative Education" (Wakefield) ; "Managing Error for System 
Improvement" (Kaplan, Battles); "Preventing Patient Injuries" (James); 
"Collaborative Education to Improve Public Safety" (Conway-Welch) ; "Learning 
to Improve Complex Systems of Care" (Headrick) ; "Using Clinical Computing to 
Enhance Physician and Nurse Collaboration and to Improve Patient 
Safety" (Gardner) ; and "Collaborative Education to Improve Public 
Safety" (Swankin) . Three annotated bibliographies are appended: nurse- 
physician collaboration in practice (71 items); interdisciplinary 
{interprof essional) education (88); and medical errors and error prevention 
(79). ( YLB ) 
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Joint Statement 

We determined to identify what we can do, not just within our respective disciplines, but particularly together, to 
reduce medical errors and improve patient safety. This was in response to the historic report, “To Err is Human,” 
published by the Institute of Medicine one year ago, documenting in a dramatic way that “health care” in the United 
States can be dangerous to your health. A prestigious panel of experts reviewed recent studies and concluded that 
serious errors occur in the process of patient care, resulting in tens of thousands of premature deaths each year. 
Many recommendations were to address these most troubling findings. And perhaps none are more important and 
urgent than improving the way physicians and nurses work together to improve patient safety. 

The following report captures our comprehensive deliberations and recommends much needed actions and 
activities we consider essential to improve patient safety. However, each recommendation must be considered in 
the light of the following: 

1) Historical Divide Between the Disciplines - Medicine and nursing often practice as two independent and 
parallel professions, preventing the partnership and collaboration necessary for improving patient safety. 

2) Need for Systems Reform - It is a myth that health care operates as a system. Health care must be 
reformed to incorporate mechanisms and methods which enhance patient safety and prevent harm. 

3) Need for Interdisciplinary Training and Practice - Improvements in patient safety are impossible without 
interdisciplinary team training and practice. 

4) Multicultural Context - The increasing diversity of the nation's population mandates that patient safety 
education and practice be conducted in the context of cultural competency. 

For these recommendations to become a reality will require leadership and commitment on all levels of the nursing 
and medical professions - nothing short of a revolution in how we educate and train nurses and doctors, and how 
we practice together. 



David N. Sundwall, M.D. 



Susan Johnson Warner, Ed.D., R.N. 



Chair, COGME 



Co-Chair, NACNEP 
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The views expressed in this document are solely those of the Council on Graduate Medical Education and the 
National Advisory Council on Nurse Education and Practice and do not necessarily represent the views of the 
Health Resources and Services Administration or the United States Government. 
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Executive Summary 



This report describes the results of a joint meeting 
between national advisory councils in Medicine and 
Nursing on collaboration between physicians and 
nurses to enhance patient safety. It was carried out by 
the Council on Graduate Medical Education 
(COGME) and the National Advisory Council on 
Nurse Education and Practice (NACNEP). Both 
COGME and NACNEP are chartered advisory 
councils to the Congress and the Secretary of Health 
and Human Services. Under section 762 (COGME) 
and section 845 (NACNEP) of the Public Health 
Service Act, as amended, both Councils are mandated 
to assess the workforce trends in their respective 
professional bodies and recommend actions to 
address identified needs. The National Advisory 
Council on Nurse Education and Practice 
(NACNEP) was originally chartered in 1964. The 
Council on Graduate Medical Education (COGME) 
was established in 1986. The meeting was the second 
joint activity carried out by COGME and NACNEP. 
These two organizations undertook their first 
collaborative venture five years ago. That initiative 
focused on the interdisciplinary primary care 
workforce, leading to development of an analytic 
approach to estimating requirements for primary care 
providers and recommending further work toward 
eliminating barriers and facilitating collaboration. 

The results were published in December 1995 in the 
Report on Primary Care Workforce Projections. A 
second collaboration was discussed earlier this year, 
shordy after the Institute of Medicine (IOM) 
published its report: “To Err is Human: Building a 
Safer Health System.” The report and the broad 
public reaction that followed its issuance prompted a 
joint COGME-NACNEP planning group to extend 
the examination of collaboration between physicians 
and nurses to look at “Collaborative Education 
Models to Ensure Patient Safety.” The second Joint 
COGME-NACNEP meeting was held in 
Washington, D.C. on September 13-14, 2000. The 
meeting was planned to allow a free flowing debate 
on the issue of medical errors and to encourage 
discussion of new approaches that would reduce 
errors and enhance patient safety. Although 
education is the major focus of both advisory bodies, 
discussions and recommendations were encouraged 
on all relevant aspects of this important issue. The 
meeting produced substantive recommendations 



designed to foster interdisciplinary education and 
practice to promote patient safety, and concluded 
with a resolution to hold another collaborative 
meeting. Much as the Institute of Medicine report 
produced major themes related to achieving 
important gains in patient safety, the COGME- 
NACNEP meeting produced five major findings for 
which they suggest major changes will be required to 
achieve the needed improvements in patient safety. 

Finding One: Patient safety cannot be accomplished without 
interdisciplinary practice approaches . Safety depends upon 
implementation of a unified interdisciplinary system 
that addresses the realities of practice and patient 
care. Education and practice methods must stress 
interdisciplinary team approaches. 

Finding Two: Patient safety gains are unlikely to be 
achieved at a satisfactory pace in the absence of revolutionary 
changes. The more common, relatively slow 
evolutionary processes that tend to govern change in 
the health care system are considered to be 
inadequate to counter the present level of threat to 
patient safety. 

Finding Three: Current system discontinuities need to be 
confronted towards the aim of building a true } safety-oriented 
system of care . Discontinuities exist often at the 
interfaces between various components of existing 
health care systems and significant improvements are 
required in the ways in which such interfaces are 
managed. Information has a major role to play in 
reducing the discontinuities and enhancing the ability 
of health care teams to manage successfully through 
the interfaces. 

Finding Four: A significant cultural change in medicine 
and nursing is required to achieve the needed gains in patient 
safety . Culture in this instance refers to the language, 
ideas, beliefs, customs, codes, institutions, and tools 
employed by physicians and nurses in their practices. 
Existing professional cultural norms generally fail to 
support or encourage the types of changes implied by 
the interdisciplinary team approach endorsed herein. 
Further, even beyond the professional cultural norms 
that exist and are in need of change, the workforce 
itself must continue to become more ethnically 
diverse if the system is to be able to function 
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effectively for the many ethnic and cultural 
subpopulations that now characterize the United 
States. 

Finding Five: Patient safety requires that patients become 
acculturated in the need to participate actively in their own 
health care. The current “patient culture” implies that 
patients generally do not question the activities and 
interventions considered necessary by health care 
professionals. Physicians and nurses must adjust their 
own practice approaches to encourage patients to 
become educated and to participate in their own 
health care. 

To Err is Human' was completed by the IOM and the 
report issued in November 1999. The IOM study 
was commissioned because of the perceived apathy 
among all participants in the U.S. health care system, 
from physicians and nurses to insurers, licensing and 
accrediting bodies and the general public. Although 
the media picks up and publicizes especially tragic 
instances of medical errors, those cases disappear 
quickly, only to be replaced by other more recent 
events. The IOM asserts, 'The goal of this report is to 
break this ycle of inaction. The status quo is not acceptable 
and cannot be tolerated any longer Perhaps the most 
important point made by the IOM report, noted early 
in its Executive Summary is that, “A comprehensive 
approach, to improving patient safety is needed. This approach 
cannot focus on a single solution , since there is no ■ magic bullet 9 
that will solve this problem , and indeed \ no single 
recommendation in this report should be considered as the 
answer.” Another key to the comprehensive approach 
discussed by the IOM is, “ Building safety into processes of 
care is a more effective way to reduce errors than blaming 
individuals . . . The focus must shift from blaming individuals 
for past errors to a focus on preventingfuture errors by 
designing safety into the system” Blaming individuals does 
not make a safer system. 

The IOM recommendations follow a four-tiered 
approach: 



1. Establishing a national focus to create leadership, 
research, tools and protocols to enhance the 
knowledge base about safety; 

2. Identifying and learning from errors through the 
immediate and strong mandatory reporting efforts, as 
well as the encouragement of voluntary efforts both 
with the aim of making sure the system continues to 
be made safer for patients; 

3. Raising standards and expectations for 
improvements in safety through the actions of 
oversight organizations, group purchasers, and 
professional groups; and, 

4. Creating safety systems inside health care 
organizations through the implementation of safe 
practices at the delivery level. This level is the 
ultimate target of all recommendations. 

The COGME-NACNEP meeting included a series of 
presentations on various aspects of patient safety 
during the morning of the first day, followed by 
structured discussions in smaller groups throughout 
the afternoon. Each group produced suggested 
actions that were presented to the full body at a 
plenary session on the second day. The ensuing 
discussions produced a consensus around a set of 
recommendations endorsed by the entire body, 
organized by the four IOM themes outlined above, 
since that report provided the impetus for the 
meeting and joint deliberations. 

COGME-NACNEP 

Recommendations 

Throughout the meeting, participants stressed that, if 
efforts to enhance patient safety are to succeed, there 
must be close and ongoing collaboration and 
partnership among physicians, nurses, and all other 
health care personnel, working together as teams in a 
systems environment. The meeting participants 
reached consensus agreement on a set of 
recommendations, organized by the four IOM 



Institute of Medicine, Committee on Qualtiy: To Err is Human: Building a Safer Health System. National 
Academy Press, Washington, DC. 1999. The full text of the IOM report can be purchased from the 
National Academy Press, or downloaded from the Academy's web site at www.nap.edu/catalog.9728.html. 
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themes. These recommendations are guided by a set 
of principles that emerged during the meeting in 
response to the findings of the joint meeting. 
Consensus agreement was reached on these 
principles: 

Principle 1 . Patient safety requires the adoption of 
interdisciplinary practice approaches . 

Principle 2. Patient safety gains require revolutionary changes 
in the education and training of physicians and nurses and in 
their practice approaches to patient care. 

Principle 3. Current system discontinuities need to be 
eliminated in building a true , safety-oriented system of care. 

Principle 4. Patient safety requires significant change in the 
cultures that guide current medicine and nursing practices. 

Principle 5. Patient safety requires that patients become 
acculturated in the need to participate actively in their own 
health care. 

These principles guided meeting participants in 
reaching consensus on specific recommendations that 
are designed to produce the type of major, systemic 
change needed to achieve levels of patient safety 
possible given the current state of the art in health 
care. The recommendations are organized by the 
themes established in the IOM report to the nation.. 

IOM Theme 1: Establishing a national focus to 
create leadership through research, tools, and 
protocols to enhance the knowledge base about 
safety 

National leadership is needed to provide the 
resources that will be required to sustain a major 
systems development that affects the entire health 
care field. Leadership includes Federal government 
officials, academic leadership, association leadership, 
leadership in labor unions, consumer representatives, 
and all of the major accrediting and 
licensing/ certifying bodies, as well as the leadership 
in the public and private sector health care practices, 
insurers and other procurement entities. If the effort 
to transform the industry is to succeed, a public- 
private partnership is vital, with all key stakeholders 
participating in the effort. Specifically, there is need 
to include business leaders, pharmaceutical industry 



leaders, and vendors and manufacturers of health- 
related goods and services. Leadership will provide 
the resources, but research is vital if the systems are 
to change intelligendy. Because the health care 
industry acts largely through independent actions by 
government, academic and health care delivery 
institutions, many new initiatives are launched over 
time, but they are not often enough integrated so as 
to produce the type of knowledge base required for 
system development. 

A. Leadership 

The overarching concern of leadership will be to 
bridge the distinctive cultures of medicine and 
nursing. Specific recommendations emerging from 
the meeting regarding the development of leadership 
on the issue of patient safety include: 

1. Convene meetings of deans of professional schools 
to assure patient safety through interdisciplinary team 
training. The deans form an especially powerful 
segment of industry leadership because they 
command resources, can direct policy changes, and 
enjoy considerable respect throughout the industry. 
Without the deans’ support, major change of the type 
being suggested simply will not occur. They are one 
of the necessary conditions for success. 

2. Convene forums of medicine, nursing, and 
administrative faculties to discuss innovative models 
and research leading to patient safety. 

3. Department of Health and Human Services 
(DHHS) leadership similarly should convene 
meetings of agency and bureau leaders who direct the 
department’s substantial health professions training 
and health care delivery resources to discuss ways in 
which extant barriers to interdisciplinary team 
approaches can be eliminated, including the barriers 
thought to exist through the health care financing 
systems that support much of health care training and 
delivery in the country. Changes in the health care 
financing system would need to encourage team 
training and practice focused on enhancing patient 
safety. A revised system needs to account for the 
value and costs of team training and practice. 
Financing of graduate education also needs to be 
adjusted to allow for the initial higher costs of 
interdisciplinary training sites. Such 




IQ 



3 



intragovemmental meetings may eventually have to 
be broadened to include the private sector. 

4. DHHS and industry leadership will need to act in 
concert to press for the scope of funding support 
required to build and sustain system change over 
time. Overall commitment of funds for 
enhancement of patient safety should be 
commensurate with current estimates of injuries and 
deaths among the general public. Because the rate of 
injury and death is so relatively high when compared 
to other industries such as aviation, resources 
devoted to enhancing patient safety may far exceed 
the levels currendy committed to aviation safety. 

5. Analogous to the current model for air travel 
safety, develop a national organizational structure(s) 
devoted not only to research, error reporting and 
compilation, but also to: 

• National accreditation authority for patient 
safety; 

• Funding educational simulations, perhaps 
including the development of a modular 
simulation lab. The labs could be used for 
certifying clinicians in patient safety, much as 
the airline industry certifies its flight staff; 

• Continuing education with re-certification 
covering interdisciplinary team management 
and performance; 

• Contributing to accreditation standards used 
by other discipline-specific accrediting bodies; 

• Support for incentives to promote 
interdisciplinary education in promoting 
patient safety; 

• Recognition and dissemination of “best 
practices” in interdisciplinary efforts in patient 
safety in education and practice. 

B. Research and Development 

Meeting participants urged the need to sponsor 
research and development in academic areas and 
practice management approaches to provide the tools 
and the knowledge base needed to embark 
intelligently on system design and implementation. 
Specific recommendations include: 

1. There does not now exist a coherent and accepted 
core curriculum covering interdisciplinary 
collaborative team practice approaches.The Health 



Resources and Services Administration ( HRSA) is 
urged to allocate current funds associated with its 
various health professions training authorities to the 
development of such a curriculum. Such a curriculum 
would focus on patient safety and prevention of 
patient injuries. A true systems approach would need 
to be the base for such a curriculum, one that 
considers and examines the relative risks that exist for 
patients as they traverse the health care systems, 
especially through several interfaces. 

2. The Veterans Administration (VA) provides a 
potential model for interdisciplinary team training 
and practice. The VA has developed successful 
clinical training initiatives that have brought trainees 
from multiple disciplines together into an inter- 
professional clinical practice arena. The VA model of 
interdisciplinary training could be made available to 
open practice sites through competitive grant awards. 

3. DHHS should support research studies concerning 
the effects of VA interdisciplinary initiatives on 
individuals now in practice in other sites. It is 
hypothesized that clinicians who received training in 
the VA interdisciplinary model may have been able to 
influence the practice methods employed by other 
sites to which they moved. The extent of change they 
managed to induce would provide insights into the 
dissemination process required to change practices 
nationwide. 

4. If the existing bodies that accredit health care 
institutions are to become engaged in the process to 
transform the industry, they will need new measures 
that reflect excellence in performance and that relate 
educational or health care practice approaches to 
patient safety. Substantial research is needed to 
establish the relationship between interdisciplinary 
team practice approaches, true systems operations, 
and ultimate measures of patient safety. Additional 
measurement research will be needed to enable 
accrediting bodies to assess performance. 

5. HRSA and other agencies should consider funding 
Centers of Excellence in Interdisciplinary Team 
Training and Practice. Such centers could be funded 
through competitive grant authorities and provide 
loci for research and innovation that would be 
disseminated widely. In this connection, it is 
recommended that HRSA support research into and 
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dissemination of innovative practice or training 
approaches that have already been supported either 
publicly or privately. The Internet can be used as the 
major dissemination method to publicize successful 
efforts that already exist, so as to capitalize on the 
many variations known to exist throughout the 
country. 

6. HRSA and other Federal agencies should support 
development of private/public partnerships for 
establishment of interdisciplinary laboratories - 
“collaboratories” to promote programs in 
interdisciplinary education and practice focused on 
enhancement of patient safety. “Collaboratories” 
could serve as: 

• Incubators for the development of learning 
initiatives; 

• Developers of administrative service 
organizations to support such initiatives; 

• Support for use and replication of established 
models (*.£, the Campbell collaborative 
model 2 ). 

7. HRSA should develop /implement a national 
clinical practice awareness program demonstrating to 
practice sites the value of interdisciplinary practices 
for enhancement of patient safety. Use “best 
practices” research to derive alternative “how-to” 
models. 

8. DHHS should require careful evaluation of all 
developmental initiatives aimed at innovative 
interdisciplinary programs or other initiatives seeking 
to improve patient safety. 

9. Investigate the link between fatigue and patient 
safety and integrate such findings into best practice 
models of health care training and patient care. 

IOM Theme 2: Identifying and learning from 
errors through immediate and strong mandatory 
reporting efforts, as well as the encouragement of 
voluntary efforts with the aim of making sure the 
system continues to be made safer for patients 



Effective and efficient reporting systems that 
embrace advanced technology and that are integrated 
with care management are considered a vital and 
integral part of a transformed system of health care 
aimed at improved patient safety. Current systems 
tend to be archaic, given the state of technology 
available and frequently fail to include the 
information systems components already known to 
produce quality information for health care 
management purposes. Part of the problem in 
attempting to create an optimal information system in 
health care is cost. High quality systems are expensive 
and few health care organizations have been willing 
to invest the sums required to produce effective 
systems. But part of the reluctance to embark on new 
information systems approaches relates to the 
litigious nature of US society and to the punitive cast 
attached to current reporting approaches. If 
enhanced patient safety requires a substantially 
improved information base, it will be necessary to 
change the environment in which reporting of 
adverse events occurs. Conferees recommend the 
following; 

DHHS should encourage the creation of an 
environment (i.e. academic settings and the public 
consciousness) conducive to the increased and 
improved usage of information technology in 
interdisciplinary education and practice. For example: 

1. Initiatives to support faculty development in the 
area of information technology and its applications as 
pedagogy. Faculty need both to understand the use of 
advanced information technology approaches and 
systems, and how best to teach it. 

2. Establishment of standardized patient record 
models for data encoding and sharing between health 
care providers and institutions involved in the care of 
individual patients. The interface problems earlier 
mentioned are exacerbated by discontinuities on the 
types of record systems maintained by the different 
provider groups and institutions. However expensive, 
we are well past the point at which we can afford to 
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Conway-Welch, Colleen, Collaborative Education to Improve Public Safety , in this report. 
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